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	 1.3.1 CU	traits	and	overlap	with	psychopathy		 There	is	a	growing	interest	in	investigating	CU	traits	in	research	on	children	and	adolescents	as	one	way	of	exploring	psychopathy	in	children	under	the	age	of	18	years	old	(Frick,	2009).	The	terms	CU	traits	and	psychopathy	are	often	used	interchangeably	in	research	on	children	and	adolescents,	due	to	the	stigma	associated	with	the	term	‘psychopath’.	Using	the	term	‘psychopath’	to	describe	children	can	have	detrimental	effects	due	to	negative	connotations	of	the	label	and	the	stability	of	the	personality	trait	over	time	(Dadds,	et	al.,	2014;	Szyf	&	Bick,	2013;	Frick	&	Marsee,	2006;	Waschbusch	&	Willoughby,	2008;	Kimonis,	et	al.,	2008).	CU	traits	are	also	associated	with	the	affective	dimension	of	psychopathy	(Frick	&	White,	2008).	The	differences	between	CU	traits	and	other	psychopathy	features	are	apparent	in	literature	in	adult	psychopathy	but	not	as	clear	in	child	literature.	Herpers	and	colleagues	(2012)	conducted	a	review	of	the	different	underlying	features	of	juvenile	psychopathy	such	as	thrill	seeking,	callousness	and	impulsivity	and	found	a	three,	or	possibly	four,	factor	solution	of	child	psychopathy.	The	three-factor	solution	of	child	psychopathy	involves	an	interpersonal	dimension,	a	behavioural	dimension	as	well	as	an	affective/CU	dimension	found	consistently	throughout	most	factor	analyses	(Dadds,	Fraser,	Frost,	&	Hawes,	2005;	Fung,	Gao,	&	Raine,	2009;	Jones,	Cauffman,	Miller,	&	Mulvey,	2006;	Kosson,	Cyterski,	Steuerwald,	Neumann,	&	Walker-Matthews,	2002;	Vitacco,	Rogers,	&	Neumann,	2003;	Veen,	Stevens,	Andershed,	Raaijmakers,	Doreleijers,	&	Vollebergh,	2011).	This	factor	structure	was	also	replicated	in	literature	using	a	clinical	assessment	tool,	the	PCL-R	(Forth,	Kosson,	&	Hare,	2003).	Using	the	PCL-R	with	a	forensic	sample,	factor	analysis	found	an	affective	(deficient	affective	experience),	interpersonal	(deceitful	interpersonal	style)	and	a	behavioural	facet	(Impulsive	and	irresponsible	behavioural	style)	of	psychopathy		(Cooke	&	Michie,	2001).	These	studies	support	the	idea	that	CU	traits	are	part	of	child	psychopathy	as	an	umbrella	term,	where	we	would	expect	each	dimension	(interpersonal,	affective	and	behavioural)	to	also	relate	to	each	other.	
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However,	Frick	and	Dickens	(2006)	define	CU	traits	as	an	affective	and	interpersonal	personality	style	in	children	and	adolescents	and	a	precursor	to	adult	psychopathy,	therefore	not	to	be	used	interchangeably	with	psychopathy.	CU	traits	are	also	argued	to	be	a	stand-alone	construct	in	children	with	no	usefulness	outside	of	disruptive	behaviour	disorders	(Herpers,	Rommelse,	Bons,	Buitelaar,	&	Scheepers,	2012).		The	overlap	between	CU	traits	and	psychopathy	presents	some	issues	for	the	literature	on	CD	and	LPE.	LPE	is	currently	defined	as	a	subgroup	of	children	and	adolescents	with	conduct	disorder	who	also	display	serious	antisocial	behaviour	and	a	lack	of	remorse	or	guilt,	as	specified	by	also	having	CU	traits.		It	is	not	clear	from	the	literature	where	the	boundary	between	CD	with	LPE	and	child	psychopathy	lies.	This	is	relevant	for	the	current	work	when	validating	a	measure	of	LPE.			 1.4 LPE		 When	CU	traits	are	also	present	with	CD,	behaviours	become	more	severe	due	to	deficits	in	affective	and	interpersonal	processes,	as	defined	by	Frick	and	Dickens	(2006).	CU	traits	have	recently	been	applied	in	the	remits	of	CD	in	terms	of	a	subgroup	of	children	with	particularly	severe	and	difficult	to	treat	conduct	problems.	The	subgroup	of	children	with	high	CU	traits	as	well	as	high	conduct	problems	can	have	CD	with	the	specifier	of	with	limited	prosocial	emotions	(LPE).	There	are	many	benefits	to	a	further	understanding	of	the	LPE	subgroup	of	children	and	adolescents	in	terms	of	understanding	developmental	trajectories	and	efficacy	of	interventions	and	treatments.		Some	differences	between	children	and	adolescents	with	LPE	and	those	with	conduct	problems	but	without	CU	traits	(CP-only)	have	been	reported.	CP-only	children	have	an	increased	response	to	emotional	stimuli	compared	to	a	reduced	response	to	distress	for	those	with	LPE	(Sebastian,	et	al.,	2012).	Children	with	LPE	have	deficits	with	emotion	processing	compared	with	CP-only	(Dawel,	O'Kearney,	McKone,	&	Palermo,	2012;	Schwenck,	Gensthaler,	Romanos,	Freitag,	Schneider,	&	Taurines,	2014),	and	CU	traits	can	predict	aggression	in	
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LPE	groups	compared	to	CP-only	(Thornton,	Frick,	Crapanzano,	&	Terranova,	2013).	Having	CD	is	associated	with	increased	risk	of	later	development	of	adult	anti-social	personality	disorder	and	adult	criminality	(Moffit,	2003;	Hinshaw,	Lahey,	&	Hart,	1993;	Moffitt	&	Caspi,	2001).	Having	LPE	increases	this	risk	even	further	(Moffitt,	et	al.,	2008).	The	efficacy	of	treatments	for	LPE	individuals	is	decreased	in	comparison	to	CP-only	children	(Hawes	&	Dadds,	The	treatment	of	conduct	problems	in	children	with	callous-unemotional	traits,	2005).	Similar	to	what	has	been	found	in	research	on	CU	traits,	children	with	CD	and	LPE	are	resistant	to	current	treatment	methods	for	CD	(Newcorn,	2013).	This	emphasises	the	need	for	greater	understanding	of	CD	and	LPE	for	picking	up	on,	monitoring	and	intervention	(Salekin,	2002).	Overall,	the	new	specifier	to	CD	named	‘with	limited	prosocial	emotions’,	outline	a	severe	subgroup	of	children	and	adolescents	with	serious	conduct	problems	but	also	deficits	in	emotional	processing,	recognition	and	caring	for	the	consequences	of	their	actions	towards	other	people.	This	LPE	subgroup	is	difficult	to	treat	or	intervene	due	to	the	desensitisation	to	punishment	and	belief	that	their	actions	are	positive	for	their	instrumental	gain,	regardless	of	hurting	other	people.	Diagnostic	tools	for	CD	would	not	suffice	for	the	LPE	subgroup,	and	further	tools	are	needed	to	detect,	monitor	and	predict	adult	psychosocial	or	antisocial	behaviours.			 1.5 Measures	for	CU	traits		 Due	to	important	developmental	windows,	such	as	before	puberty,	where	CU	traits	or	serious	conduct	problems	may	be	malleable	for	change	(Dadds,	et	al.,	2014;	Szyf	&	Bick,	2013)	measures	for	LPE	are	needed	to	predict	whether	a	person	is	a	risk	of	serious	violent	or	nonviolent	behaviours	towards	others	in	the	future	(Salekin,	Rogers,	&	Sewell,	1996;	Salekin,	2002).	Measures	for	psychopathy	or	CU	traits	in	children	therefore	need	to	access	the	antisocial	emotion	and	the	risk	of	future	problem	behaviour	in	community	and	at-risk	samples  
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2.0 Method		 2.1 Participants		 2.1.1 Family	Intervention	Programme		 Participants	were	recruited	through	the	Family	Intervention	Programme	(FIP)	at	Stockton	Council	in	the	Teesside	area	of	the	North	East	of	England.	The	FIP	is	a	scheme	aimed	at	intervening	with	families	who	are	known	to	the	local	authority	due	to	unemployment,	antisocial	behaviour,	truancy,	or	involvement	in	crime.	Families	involved	in	the	project	had	been	referred	or	identified	by	the	local	authority.		The	FIP	collaborates	with	trained	agencies	and	targets	families	who	are	at	high-risk	of	future	violence	and	offending.	The	overarching	aim	of	the	FIP	is	to	change	the	pattern	of	antisocial,	deviant	or	criminal	behaviour	that	tends	to	occur	through	generations	of	high-risk	families.	A	key	strategy	underpinning	this	is	to	change	attitudes	towards	criminal	behaviour,	police,	and	to	promote	positive	future	aspirations.	The	FIP	therefore	aims	to	promote	a	prosocial	way	of	life	to	benefit	society.	The	FIP	provided	a	means	to	access	a	clinically	relevant	sample	of	families	with	which	to	conduct	the	current	research	project.	The	aim	of	this	study	was	not	to	evaluate	the	FIP,	but	to	validate	the	Clinical	Assessment	of	Prosocial	Emotions	(CAPE;	Frick,	2013)	with	families	recruited	through	the	FIP.	Participants	were	recruited	using	opportunity	sampling	via	the	FIP	by	caseworkers	on	the	local	community	safety	team	at	Stockton	Council.	The	data	collected	for	this	research	was	facilitated	by	caseworkers	on	the	FIP.	All	testing	was	completed	during	a	home	visit	while	the	researcher	was	accompanied	by	the	assigned	caseworker;	one	family	participated	in	the	study	at	the	caseworkers’	offices.				 	
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2.1.2 Families		It	was	possible	to	collect	data	from	34	families	taking	part	in	the	FIP	during	December	2013	and	June	2015;	the	children	of	the	families	were	the	focus	for	this	study.		 2.1.2.1 Children			 From	the	34	families	recruited	through	the	FIP,	there	was	a	total	of	86	children	aged	3	–	22	years	(M	=	12.42,	SD	=	4.47).	The	number	of	children	in	each	family	ranged	from	1	to	5.	From	the	86	children,	eight	children	had	a	pre-existing	diagnosis	of	a	developmental	or	mental	health	condition.	Three	children	had	a	diagnosis	of	Attention	Deficit	Hyperactivity	Disorder	(ADHD;	3.5%),	three	had	Autism	Spectrum	Disorder	(ASD;	3.5%),	one	child	had	a	diagnosis	of	depression	(1.2%)	and	one	further	child	had	a	reported	diagnosis	but	their	case	file	did	not	specify	it.	21.3%	of	cases	had	a	history	of	being	in	care.		 Five	children	in	the	sample	(two	of	which	were	target	children)	were	over	the	age	of	18	years	old	and	therefore	were	not	included	in	analysis.				 	 	 Target	Children		 One	child	from	each	family	was	identified	as	the	‘target	child’	(N	=	34)	with	which	to	administer	the	CAPE.	Target	children	were	identified	by	family	and	caseworkers	as	displaying	the	most	problematic	behaviour	and	were	often	the	focus	of	the	FIP.	The	target	children	were	aged	6-18	years	(M	=	13.79,	SD	=	3.05),	and	generally	older	than	the	siblings	from	the	34	families	(M	=	11.5	years,	SD	=	5.06).	Twenty-three	of	the	target	children	were	male	and	eleven	were	female.	Of	the	eight	children	in	the	whole	sample	with	previous	diagnoses,	half	of	them	(N	=	4)	were	target	children.	Two	out	of	the	34	target	children	had	diagnosed	ASD,	one	had	a	diagnosis	of	ADHD	and	one	child	was	reported	to	have	a	disorder	but	there	was	no	report	of	what	it	was.	Therefore,	these	four	target	children	were	removed	from	the	analyses	on	the	validity	of	the	CAPE,	as	any	
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children	and	siblings)	and	parents.		 2.2 Ethics		This	study	received	full	ethical	approval	from	the	Department	of	Psychology	Ethics	Subcommittee	at	Durham	University.				 	
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α=	.78)	as	well	as	total	difficulties	for	parent	report	(α=	.53)	and	self	report	(α=	.68).	Higher	scores	on	the	SDQ	indicate	more	behavioural	problems.	The	maximum	score	on	the	SDQ	is	40,	with	a	score	of	17	or	more	classed	as	high	total	difficulties.	Cut	off	scores	differ	for	each	subscale,	but	four	indicative	categories	are	available	for	each:	close	to	average,	slightly	raised,	high	and	very	high,	with	the	latter	two	labelled	‘abnormal’	categories.	5%	of	a	large	British	normal	sample	fell	into	each	abnormal	category	(Goodman,	Ford,	Simmons,	Gatward,	&	Meltzer,	2000).	For	conduct	problems,	scores	of	4	-	5	are	classed	as	‘high’	and	over	6	as	‘very	high’;	hyperactivity	scores	of	8	are	classed	as	‘high’	and	9	or	more	as	‘very	high’;	emotional	problems	scores	of	5-6	are	labelled	‘high’	and	7	or	more	as	‘very	high’;	scores	of	4	for	peer	problems	are	‘high’	and	5	or	more	as	‘very	high’.	The	prosocial	scale	is	reverse	marked,	meaning	scores	of	6	are	‘high	antisocial’	and	5	or	less	is	‘very	high’.		 2.3.3 Callous	unemotional	traits:	University	of	New	South	Wales	CU	scale	(“Dadds’	CU”)			 The	University	of	New	South	Wales	CU	scale	(referred	to	as	“Dadds’	CU”	herein)	is	a	measure	of	callous	unemotional	traits	(Dadds,	Fraser,	Frost,	&	Hawes,	2005).	It	comprises	a	combination	of	three	items	from	the	Antisocial	Process	Screening	Device	(unconcerned	regarding	other	people’s	feelings,	lack	of	
guilt,	breaks	promises	(APSD;	Frick	&	Hare,	2001)	and	six	items	from	the	SDQ	(Goodman,	1997).	The	9-item	Dadds’	CU	is	the	product	of	five	reversed	prosocial	items,	one	conduct	problems	item	(“disobedient	to	adults”)	from	the	SDQ	as	well	as	three	CU	items	from	the	APSD.	Each	item	is	scored	on	a	range	of	‘0’	Not	true	to	‘2’	Certainly	true;	the	range	of	possible	scores	on	the	Dadds’	CU	subscale	is	therefore	0-18,	with	higher	scores	reflecting	higher	CU	traits.	Dadds’	CU	is	formulated	to	measure	CU	traits	as	a	sole	construct	and	can	provide	a	prediction	of	antisocial	behaviour	over	the	trajectory	of	child	development	(Dadds,	Fraser,	Frost,	&	Hawes,	2005).	
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	 As	the	SDQ	is	valid	for	use	with	children	aged	4	-	17	(Pastor,	Reuben,	&	Duran,	2012)	and	the	APSD	is	a	measure	to	detect	the	early	signs	of	psychopathy	traits	in	children	and	thus	validated	for	use	in	a	prekindergarten	sample;	(Dadds,	Fraser,	Frost,	&	Hawes,	2005),	the	Dadds’	CU	measure	is	valid	for	use	with	children	in	middle	to	late	childhood	(Dadds,	Fraser,	Frost,	&	Hawes,	2005).		 The	Dadds’	CU	can	be	employed	as	a	multi-informant	tool	and	be	administered	with	both	parents	and	children	as	it	is	modelled	on	the	SDQ	and	APSD	(Frick	&	Hare,	2001;	Dadds,	Fraser,	Frost,	&	Hawes,	2005).		 83	parents	(97%)	provided	answers	to	the	nine	questions	to	create	the	Dadds’	CU	scale	for	data	analysis	(α=	.87),	44	children	(51%)	provided	answers	for	the	child	report	(α=	.79).	For	the	target	children,	all	parent	reports	for	Dadds’	CU	were	received	and	24	target	child	reports	(71%).		 2.3.4 Child	psychopathy:	Child	Problematic	Traits	Inventory	(CPTI).			 The	Child	Problematic	Traits	Inventory	(CPTI;	Colins,	Andershed,	Frogner,	Lopez-Romero,	Veen,	&	Andershed,	2014)	is	a	28-item	measure	for	child	psychopathic	traits.	The	parent	is	asked	to	report	on	the	child’s	behaviour	within	the	previous	six	months,	and	is	expected	to	be	able	to	indicate	how	the	child	typically	behaves.	For	the	28	items,	each	item	was	on	a	scale	of	0	“does	not	
apply	at	all”	to	3	“applies	very	well”.	Scores	are	calculated	using	the	mean	of	the	items	in	each	dimension	as	well	as	total	CPTI	score,	the	scores	can	therefore	range	between	1	and	4.	The	CPTI	consists	of	three	dimensions	each	of	which	is	reported	to	have	high	internal	consistency	(Colins,	Andershed,	Frogner,	Lopez-Romero,	Veen,	&	Andershed,	2014):	Callous	Unemotional	(CU,	α=	.95),	defined	as	a	lack	of	empathy	or	remorse;	Grandiose	Deceit	(GD,	α=	.91),	people	with	grandiosity,	lying	and	manipulation;	and	those	with	Impulsivity	and	Need	for	Stimulation	(INS,	α=	.92).	Internal	consistency	as	also	high	for	the	FIP	sample	of	79	available	reports	for	CPTI	(α=	.93),	CU	(α=	.91),	GD	(α=	.90)	and	INS	(α=	.86).	
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28	parent	reports	of	the	CPTI	were	completed	for	the	target	children	and	45	out	of	52	CPTIs	were	completed	for	the	rest	of	the	siblings	in	the	family.	Scores	for	all	three	child	psychopathy	dimensions:	CU,	GD	and	INS	as	well	as	total	psychopathy	(CPTI	total)	were	considered	in	this	study.			 2.3.5 Parent	psychopathy:	Minnesota	Temperament	Inventory	(MTI)			 The	Minnesota	Temperament	Inventory	(MTI),	is	a	measure	of	adult	psychopathy	traits	(Loney,	Taylor,	Butler,	&	Iacono,	2002;	Loney,	Taylor,	Butler,	&	Iacono,	2007)	based	on	a	self-report	version	of	Cleckley’s	16-item	clinical	profile	of	psychopathy	(Cleckley,	1976).	Three	items	were	removed	from	the	16-item	measure	for	use	in	research,	including	“absence	of	delusions	and	other	
irrational	thinking”	and	two	items	that	would	have	formed	an	intellectual	functioning	factor:	“very	charming,	tends	to	make	a	good	impression”	and	“I	give	
the	impression	of	being	intelligent”.	The	MTI	is	therefore	a	13-item	measure	with	two	primary	dimensions:	behavioural-antisocial	(7	items)	and	affective	detachment	(6	items)	(Loney,	Taylor,	Butler,	&	Iacono,	2007).	All	items	on	the	MTI	will	be	scored	to	measure	parent	psychopathy	as	a	whole	construct,	as	well	as	the	two	sub	factors,	antisocial	and	detachment	in	this	study.			 Caseworkers	were	asked	to	complete	the	MTI	for	both	mothers’	and	fathers’	behaviour	in	the	current	study	by	rating	the	items	on	the	MTI	according	to	the	accuracy	of	the	statement	in	reflection	to	each	parent.	Scores	range	from	1	“this	is	not	at	all	true	of	her/him”	and	4	“this	is	very	true	of	him/her”,	the	possible	range	of	scores	for	the	MTI	for	each	parent	was	13-52.	17	MTIs	about	the	mothers	and	3	MTIs	about	fathers	were	completed	by	the	caseworkers	and	sent	to	the	researchers	by	post.		 2.3.6 Previous	life	events:	Case	file	information		 The	family	case	files	for	the	FIP	consisted	of	caseworker’s	files	and	risk	assessments.	From	case	file	information,	researchers	were	able	to	score	previous	history	relevant	to	offending,	violence,	police	contact,	youth	offending	
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service/YOS	contact,	history	of	care	and	domestic	violence.	A	binary	score	of	1	“previous	history”	or	0	“no	previous	history”	was	marked	for	each	historical	event	as	a	case	of	whether	the	event	had	happened	to	the	children	or	family,	or	not.	Case	file	information	was	used	to	add	to	the	multi	method	of	measuring	LPE	along	with	the	CAPE	and	was	available	to	the	trained	researcher	administering	the	CAPE	to	help	inform	their	decision.	This	information	was	also	attained	for	data	analysis	to	assess	whether	the	previous	history	could	add	to	the	usefulness	of	the	CAPE	statistically	to	predict	conduct	problems.			3.0 Data	Analysis		 3.1 Profiling	the	sample:	description	of	FIP	families.		 Before	analyses	to	validate	the	CAPE	were	conducted,	the	sample	was	described	in	terms	of	their	case	file	information	for	the	family	histories	and	the	mothers’	profile	of	scores	as	reported	on	the	MTI	(para.	4.1.1).	Following	this,	the	parent-report	profile	of	scores	on	the	SDQ	for	the	whole	sample	of	all	children	below	the	age	of	18	years	old	(N	=	83,	aged	3-17	years	old,	M	=	15.59,	SD	=	5.43)	was	compared	to	parent	report	data	(M	=	8.4,	SD	=	5.8)	from	a	British	standardisation	sample	(N	=	10,438;	5-15	years;	www.sdqinfo.org)	for	total	difficulties	(para.	4.1.2.1),	conduct	problems	(para.	4.1.2.2)	and	hyperactivity-inattention	(para.	4.1.2.3)	scores.	Three	siblings	and	two	target	children	were	removed	from	profiling	SDQ	scores	due	to	being	over	the	age	of	18	years	old.	It	was	expected	that	the	distribution	of	scores	from	current	sample	across	the	four	indicative	categories	(close	to	average;	slightly	raised;	high	and	very	high)	would	be	different	from	the	normal	British	sample.		 3.1.1 Comparing	scores	between	target	children	and	their	siblings	to	validate	the	use	of	the	target	child	sample.		After	looking	at	the	typical	profile	of	behaviours	from	all	children	together,	four	more	target	children	were	removed	due	to	previous	diagnosed	mental	disorders	that	could	overlap	with	LPE	(namely,	ASD	and	ADHD),	leaving	
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28	target	children	under	the	age	of	18	years	old.	The	remaining	target	children	were	then	compared	to	the	rest	of	the	siblings	in	the	FIP	sample	for	SDQ	total	difficulties	(para.	4.1.3.1),	conduct	problems	(para.	4.1.3.2)	and	hyperactivity-inattention	(para.	4.1.3.3)	to	confirm	that	the	target	children	did	indeed	have	conduct	problems.	Target	children	were	also	compared	to	the	rest	of	the	siblings	for	CU	traits	scores	as	measured	using	the	CPTI-CU	dimension	and	the	Dadds’	CU	measure	(para.	4.1.3.4).	Target-child	only	data	was	used	for	analysis	after	this	point.	 	 3.1.2 Gender	analysis	plan		 Independent	samples	t-test	were	used	to	explore	gender	differences	for	target	children	with	regards	to	SDQ	total	difficulties,	conduct	problems	and	hyperactivity	(para.	4.1.4).		 3.1.3 CU	traits	with	the	target	child	sample	using	pre-existing	measures.		It	was	important	to	establish	whether	CU	traits	correlate	with	problem	behaviour	with	this	sample,	as	would	be	expected	from	the	literature.	CU	trait	scores	on	the	Dadds’	CU	and	CPTI	were	correlated	with	problem	behaviour	from	the	SDQ	(conduct	problems,	hyperactivity	and	prosocial	behaviour)	reporting	one-tailed	Spearman’s	rho	(rs)	correlations	(para.	4.1.5.1).	We	also	expected	CU	traits	to	be	related	to	one	another,	as	well	as	other	dimensions	of	child	psychopathy,	such	as	grandiose	deceit	as	measured	using	the	CPTI	(para.	0)	using	one-tailed	Spearman’s	rho	(rs)	analyses.		3.2 Profile	of	target	children’s	scores	on	the	CAPE.		 The	profile	of	scores	on	the	CAPE	for	target	children	was	described	for	the	final	sample	of	28	target	children	in	terms	of	how	many	reach	diagnostic	threshold	as	a	sample	and	between	genders.	A	breakdown	of	how	many	target	children	were	categorised	into	each	symptom	dimension	scores	(0	-	4)	was	also	
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included	for	analysis	using	CAPE	symptom	count	as	a	continuous	scale	(para.	4.1.6).		 3.2.1 Description	of	honesty	and	accuracy	scores		 The	honesty	and	accuracy	scores	from	the	CAPE	coding	sheets,	as	reported	by	the	trained	clinician	who	conducted	the	interviews	were	explored	using	means	and	standard	deviations	(para.	4.1.6).	Lower	scores	(0)	resulting	in	‘not	at	all’	to	higher	scores	(3)	meaning	‘very	much’,	explained	how	well	the	mother	informant	seemed	to	know	the	target	child	and	how	accurate/honest	each	informant	seemed	to	be.		 3.3 Assessing	the	validity	of	the	CAPE	to	measure	limited	prosocial	emotions.		 3.3.1 Data	analytic	plan			 The	main	aim	of	this	study	is	to	validate	the	CAPE	to	measure	limited	prosocial	emotions	in	a	clinically	relevant	community	sample.	From	the	CAPE	data,	it	was	possible	to	look	at	scores	in	two	different	ways:	dichotomously	and	as	a	continuous	measure.	The	CAPE	manual	advises	that	data	should	be	handled	in	a	dichotomous	way,	in	terms	of	whether	participants	have	reached	diagnostic	criteria	threshold	or	not	(Frick,	2013).	This	is	attained	when	participants	have	scored	2	(highly	descriptive)	in	two	or	more	symptom	dimensions.	However,	the	data	could	also	be	considered	in	terms	of	a	range	from	0	“no	symptoms	rated	2”	to	4	“all	symptom	dimensions	rated	2”	to	detect	more	subtle	manifestations	of	LPE	in	non-clinical	samples.	This	study	explored	the	data	in	both	ways.	The	dichotomous	data	used	the	CAPE	as	a	clinical	assessment	as	designed,	however	analysing	scores	as	a	continuous	measure	using	correlations	in	non-clinical	samples	can	explore	relevant	sub-clinical	behaviour.		 When	analysing	data	on	the	CAPE	for	clinical	assessment	in	a	dichotomous	way,	one-tailed	independent	samples	t-tests	were	used	to	assess	mean	differences	between	those	who	fell	above	and	below	threshold	for	LPE	in	
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terms	of	associated	personality	traits	and	behaviours.	Effect	sizes	were	calculated	for	t-tests	using	Cohen’s	d	with	the	guidelines	d	=	0.2	considered	“small”,	d	=	0.5	“moderate”	and	d	=	0.8	“large”	(Cohen,	1977).	One-tailed	Spearman’s	rho,	rs,	correlations	were	used	as	the	non-parametric	test	to	assess	the	CAPE	as	a	continuous	measure	ranging	from	0	to	4,	a	summary	of	all	correlations	run	with	the	target	children	(N	=	34)	with	a	Bonferroni	corrected	α	=	.0013	(p	=	.05/36)	can	be	found	in	Appendix	1.	The	strength	of	each	relationship	were	followed	using	the	guidelines	from	Cohen	(1992)	of	r	=	0.1	“small”,	r	=	0.3	“medium”	and	r	=	0.5	“large”	effect	sizes.	Bonferroni	corrections	were	also	included	in	the	analyses	to	reduce	the	risk	of	a	type	I	error	(rejecting	Ho	when	Ho	is	true),	yet	are	often	deemed	too	conservative	(Perneger,	1998).		Bonferroni	analyses	were	used	up	to	the	validity	analyses	involving	CAPE	scores,	as	sample	size	included	small,	unequal	groups	(n	=	22	vs	n	=	6).	With	small,	unequal	groups	in	a	study	that	is	exploratory	in	nature,	Bonferroni	could	dramatically	increase	the	risk	of	a	type	II	error	(not	rejecting	Ho	when	Ho	is	false).	Following	guidance	from	Nakagawa	(2004),	confidence	intervals	were	reported	in	addition	to	effect	sizes	rather	than	adjusting	the	critical	p	value	when	analysing	the	CAPE	scores	to	reduce	the	risk	of	losing	any	truly	important	differences.			 3.3.2 Construct	validity	analyses		 The	CAPE	was	first	assessed	for	construct	validity.	Construct	validity	refers	to	the	degree	to	which	the	CAPE	measures	LPE	as	designed	(Cronbach	&	Meehl,	1955).	Therefore,	for	the	CAPE	to	measure	limited	prosocial	emotions	linked	to	CD,	it	must	measure	CU	traits.	This	was	analysed	using	pre-existing,	validated	personality	trait	measures	of	CU	traits:	CPTI-CU	and	parent	and	child	reports	of	the	Dadds’	CU	(para.	4.2.1-4.2.1.2).		 3.3.3 Convergent	validity	analysis		 To	determine	whether	the	CAPE	has	good	convergent	validity,	an	offshoot	of	construct	validity,	scores	that	we	expect	are	related	with	LPE,	such	as	child	
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psychopathy	are	in	fact	related	but	are	equivocal	(Campbell	&	Fiske,	1959).	To	assess	convergent	validity,	scores	on	the	CAPE	were	correlated	with	scores	from	the	domains	of	child	psychopathy	which	did	not	measure	CU	traits	from	the	CPTI,	i.e.	grandiose	deceit,	impulsivity	and	need	for	stimulation	(para.	4.2.2).			 3.3.4 Concurrent	validity	analyses		 Concurrent	validity	refers	to	the	measure	for	CU	related	to	expected	related	outcomes	that	have	previously	been	validated	that	are	administered	at	the	same	time.	To	determine	concurrent	validity,	the	CAPE	was	assessed	in	terms	of	problem	behaviours	known	to	be	an	associated	outcome	of	CU	traits	in	children	from	previous	literature.	Behavioural	measures	used	were	conduct	problems,	hyperactivity,	antisocial	behaviour	(prosocial	reversed)	and	total	difficulties	from	the	SDQ	(para.	4.2.3-4.2.3.2).		 The	final	aim	was	to	explore	the	concurrent	predictive	power	of	scores	from	the	CAPE	could	predict	definite	conduct	problems.	As	there	was	no	diagnostic	method	used	for	CD,	we	used	the	cut	off	of	≥	4	on	the	conduct	problems	subscale	on	the	SDQ,	defined	as	definite	conduct	problems	(Goodman,	Ford,	Simmons,	Gatward,	&	Meltzer,	2000).	LPE	diagnosis	was	used	as	a	predictor	in	a	logistic	multiple	regression	(ENTER)	to	predict	definite	conduct	problems	(para.	4.2.4).	A	linear	regression	was	also	conducted	to	assess	whether	the	CAPE	as	a	continuous	measure	can	predict	conduct	problems	with	no	cut	offs	(para.	4.2.5).		 	
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	4.0 Results		 4.1 Profiling	the	sample		 4.1.1 Description	of	the	families	from	the	FIP	sample:	Case	file	information	and	profile	of	scores	from	the	MTI.		 Data	from	mothers’	case	files	showed	that	they	had	a	history	of	depression	(26.7%),	some	with	depression	and	alcoholism	(3.5%)	and	some	with	anxiety	(3.5%).	Scores	from	the	MTI	showed	that	mothers	were	rated	an	average	of	12.88	out	of	14	(SD	=	4.14)	on	the	antisocial	sub	factor	of	parent	psychopathy,	and	10.65	out	of	12	(SD	=	3.50)	on	the	affective	detachment	sub	factor.		Previous	history	from	case	files	indicated	the	occurrence	of	negative	life	events	within	the	families:	offending	(27.5%);	violence	(17.5%);	police	contact	(27.5%);	youth	offending	service	contact	(16.3%);	and	history	of	domestic	violence	(45%).	Mothers	were	respondents	for	all	parent	reported	measures	and	it	is	worth	noting	that	parent-reported	conduct	problems	for	children	within	FIP	families	was	not	significantly	related	to	mothers’	psychopathy	(rs(15)	=	.45,	p	=	.018),	nor	child	psychopathy	(rs(15)	=	.42,	p	=	.046)	but	on	the	borderline	for	parent-reported	Dadds’	CU	(rs(15)	=	.52,	p	=	.017)	after	Bonferroni	corrections	adjusted	the	p	value	to	.166	(α	=	.05/3)1.			 4.1.2 Description	of	children	from	FIP	sample:	Profile	of	scores	from	the	SDQ	compared	to	British	norms.		 The	distribution	of	scores	on	the	SDQ	for	all	children	in	the	current	sample	for	total	difficulties,	conduct	problems	and	hyperactivity	is	reported	in	the	following	sections	(including	those	children	with	diagnoses	of	developmental/mental	health	conditions).	The	profile	of	scores	were	norm																																																									1	A	correlation	matrix	for	all	correlations	conducted	can	be	found	in	the	Appendix	on	page	77.	
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Parent-report	scores	on	the	Dadds’	CU	(N	=	28)	for	target	children	ranged	from	0	to	17	(M	=	6.00,	SD	=	3.96)	out	of	a	possible	18,	whereas	the	21	available	target	child	report	scores	ranged	between	2	and	14	(M	=	6.33,	SD	=	3.35).	There	are	no	cut	off	scores	for	the	Dadds’	CU,	however,	target	children	scored	higher	than	their	siblings	on	the	parent-report	(N	=	47,	M	=	3.65,	SD	=	2.89)	and	the	self-report	Dadds’	CU	(N	=	17,	M	=	4.34,	SD	=	3.99).		 4.1.4 Gender	analysis	of	SDQ	behaviours	between	target	children		There	were	no	significant	differences	between	male	and	female	target	children	for	the	SDQ	domains	total	difficulties,	t(32)	=	-	.747,	p	=	.231;	conduct	problems,	t(32)	=	-	.796,	p	=	.216;	or	hyperactivity,	t(32)	=	-	.662,	p	=	.256.	Validating	the	use	of	analysing	CU	traits	in	target	children	as	a	whole	sample.		Summary		 	 From	comparing	scores	from	the	SDQ	and	CU	traits	measures,	Therefore,	the	data	from	the	SDQ	highlight	that	the	current	sample	of	target	children	identified	through	the	FIP	have	higher	conduct	problems	that	expected	from	a	normal	sample,	but	also	higher	conduct	problems	than	their	siblings,	highlighting	the	possibility	of	a	basis	for	LPE.	Importantly,	level	of	conduct	problems	did	not	differ	between	male	and	female	target	children.	This	supports	the	rationale	for	validating	the	CAPE	with	this	group	of	children.		 	
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4.1.5 Analysing	pre-existing	measures	using	the	current	sample.		
	It	was	necessary	to	establish	that	measures	of	CU	traits,	child	psychopathy	and	conduct	problems	were	related	to	each	other	in	the	current	sample	as	expected	from	the	literature,	before	moving	on	to	validate	the	CAPE.			 4.1.5.1 Links	between	CU	scores	from	the	CPTI	and	Dadds’	CU	with	related	problem	behaviours	from	the	SDQ.		Tests	on	the	links	between	measures	for	CU	traits	and	related	problem	behaviours	were	conducted	using	Bonferroni	adjusted	α	=	.004	per	test	(.05/12).	CU	traits	as	measured	using	the	CPTI	(CPTI-CU)	was	significantly,	largely	and	negatively	related	to	prosocial	behaviour	(rs(26)	=	-	.64,	p	<	.001)	and	significantly,	largely	related	to	conduct	problems	(rs(26)	=	.69,	p	<	.001)	and	total	difficulties	(rs(26)	=	.53,	p	<	.001).	There	were	no	associations	between	hyperactivity	and	CU	traits	(rs(26)	=	-	.22,	p	=	.131).	For	the	Dadds’	CU	measure,	there	was	a	significant	large	correlation	between	parent	reported	CU	traits	and	conduct	problems	(rs(26)	=	.74,	p	<	.001)2,	meaning	that	more	conduct	problems	was	associated	with	more	CU	traits.	A	significant,	large,	negative	correlation	between	parent-reported	Dadds’	CU	and	prosocial	behaviour	was	also	found	(rs(26)	=	-	.83,	p	=	<	.001).	Dadds’	CU	was	not	associated	with	hyperactivity	as	expected	(rs(26)	=	.002,	p	=	.495),	however	was	largely	related	to	the	behavioural	impulsivity	and	need	for	stimulation	dimension	of	the	CPTI	(rs(26)	=	.62,	p	=	.001).	There	were	no	significant	correlations	between	child	self-reported	Dadds’	CU	and	any	related	problem	behaviours:	conduct	problems	(rs(19)	=	-	.02,	p	=	.466),	prosocial	behaviour	(rs(19)	=	-	.24,	p	=	.146),	hyperactivity	(rs(19)	=	.15,	p	=	.253)	or	impulsivity	and	need	for	stimulation	(rs(19)	=	-	.06,	p	=	.396).	For	LPE	to	measure	CU	traits,	we	would	expect	a	similar	outcome	to	the	correlations	above.	 	
																																																								2	The	“Disobedient	to	adults”	item	was	removed	from	the	conduct	problems	subscale	on	the	SDQ	to	prevent	overlap	when	using	the	Dadds’	CU	measures	for	callous	unemotional	traits.	
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4.1.5.2 Callous	unemotional	trait	measures	related	to	one	another	and	with	child	psychopathy	measures.		 Validated	measures	for	CU	traits	(CPTI-CU,	Dadds’	CU)	and	child	psychopathy	(CPTI)	were	significantly	related	to	each	other.	The	alpha	value	for	the	Spearman’s	rank	correlations	were	adjusted	to	α	=	.01	per	test,	as	per	a	Bonferroni	correction	(.05/5).	The	Dadds’	CU	parent	report	was	significantly,	largely	related	to	CPTI-CU	(rs(26)	=	.80,	p	<	.001)	and	child	psychopathy	(rs(26)	=	.82,	p	<	.001).	The	self-report	version	of	the	Dadds’	CU	was	not	significantly	related	to	the	parent	report	of	the	Dadds’	CU	(rs(23)	=	-	.08,	p	=	.35),	the	CPTI-CU	(rs(23)	=	-	.15,	p	=	.25)	or	the	child	psychopathy	measure	(rs(23)	=	-	.08,	p	=	.36).		Summary		 It	was	possible	to	see	that	more	child	psychopathy	was	related	to	more	CU	traits,	and	that	higher	scores	of	both	of	these	were	associated	with	more	conduct	problems	and	less	pro-social	behaviour.	Both	parent	report	measures	of	CU	traits	correlated	strongly.	However,	the	child	report	measure	of	CU	traits	did	not	correlate	with	any	parent	report	measures	of	behaviour.			 4.1.6 Overview	of	target	children’s	scores	on	the	CAPE.		Six	out	of	the	eighteen	target	boys	(33%)	met	diagnostic	criteria	for	LPE,	where	none	of	the	ten	female	target	children	did	(Table	1).	Twenty	one	per	cent	of	the	whole	target	sample	had	therefore	met	diagnostic	criteria.	Table	1	shows	the	frequencies	of	how	many	CAPE	symptom	dimensions	for	which	target	children	were	rated	‘highly	descriptive’.	No	target	children	had	all	four	symptom	dimensions	rated	‘highly	descriptive’.			
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		 4.1.6.1 Description	of	honesty/accuracy	scores	rated	by	the	trained	clinician.		 The	questions	on	the	CAPE	coding	forms	relating	to	how	well	the	mother	seems	to	know	the	target	child	and	how	honest/accurate	each	informant	seems	to	be	are	on	a	rating	scale	from	0	‘Not	at	all	to	3	‘Very’.	Scores	of	2	(‘moderately’)	or	below	show	some	range	of	dishonesty	or	lack	of	knowledge,	all	of	the	target	children	and	76.9%	of	mothers	seemed	to	show	some	inaccuracy	or	dishonesty	when	answering	questions	asked	from	the	CAPE.	Using	the	same	2	or	below	cut	off,	over	half	(57.7%)	of	mothers	also	did	not	seem	to	know	the	target	child	very	well,	according	to	the	trained	clinician.	The	mean	score	on	a	scale	of	how	honest/accurate	the	target	child	seemed	to	be	to	the	trained	clinician	was	lower	(M	=	1.60,	SD	=	.71)	than	how	honest/accurate	the	mother	informants	seemed	to	be	(M	=	2.08,	SD	=	.63).	The	mean	score	for	the	trained	clinician’s	interpretation	of	how	well	the	mother	seemed	to	know	the	target	child	was	2.27	(SD	=	.72)	and	most	mothers	seemed	to	know	the	target	child	moderately	(42%)	or	very	(42%)	well.		 	
Table	1:	Frequency	table	to	show	the	sample	of	target	children	(N	=	28)	and	their	number	of	symptoms	of	Limited	Prosocial	Emotions	(LPE)	between	genders.	Number	of	Symptoms	Rated	“Highly	Descriptive”	 No	diagnosis	for	LPE	 Diagnostic	criteria	for	LPE	
	
0	 1	 2	 3	 4	 Total	%	Boys	 44.4%	 22.2%	 22.2%		 11.1%	 0%	 100%	Boys	Girls	 66.7%	 33.3%	 0%	 0%	 0%	 100%	Girls	Target	Child	Sample	 78.5%	(N	=	22)	with	no	diagnosis	for	LPE	 21.4%	of	sample	(N	=	6)	with	diagnostic	criteria	for	LPE	 100%	Sample	
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4.2 Assessing	the	validity	of	the	CAPE	to	successfully	measure	limited	prosocial	emotions.		 4.2.1 Construct	validity:	The	CAPE’s	ability	to	measure	callous	unemotional	traits.		 Construct	validity	focuses	on	the	relationship	between	scores	from	the	CAPE	and	CU	traits.	Previous	research	lead	to	the	hypothesis	that	limited	prosocial	emotions	designates	a	subgroup	of	children	high	in	conduct	problems	and	CU	traits.	Therefore,	it	was	expected	that	there	would	be	significant	differences	between	those	who	met	criteria	for	diagnosis	of	LPE	and	those	who	did	not	in	terms	of	CU	traits	(Dadds’	CU	and	CPTI-CU).	A	significant	positive	correlation	between	CAPE	symptom	count	and	CU	traits	was	also	expected.		 4.2.1.1 Dichotomous	data	for	clinical	assessment		One-tailed	independent	samples	t-tests	were	conducted	to	explore	differences	in	CU	traits	from	the	CPTI	between	those	target	children	who	met	LPE	diagnostic	criteria	and	those	who	did	not.	Cohen’s	d	effect	sizes	and	confidence	intervals	(CI)	were	used	to	assess	important	mean	differences	more	effectively	than	relying	solely	on	p	values	for	a	small,	unequal	sample.	Target	children	who	met	diagnostic	threshold	had	significantly	higher	CU	traits	than	target	children	falling	below	the	threshold,	t(26)	=	-2.13,	p	<	.05,	d	=	1.01,	95%	CI	(0.33	–	1.32).	Significant	differences	for	CU	traits	were	also	found	between	the	groups	for	parent	reported	Dadds’	CU,	t(5.66)	=	-	2.07,	p	<	.053,	d	=	1.46,	95%	CI	(-3.02	–	2.60),	but	not	for	child	self-report,	t(19)	=	-	.433,	p	=	.335,	d	–	0.24,	95%	CI	(-1.55	–	3.51).	(Table	2).		
																																																								3	Equal	variances	not	assumed.	
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		 4.2.1.2 Continuous	data		 When	analysing	the	CAPE	as	a	continuous	measure,	higher	CAPE	scores	significantly	and	largely	correlated	with	CU	traits	(rs(26)	=	.54,	p	<	.01)	as	measured	using	the	CPTI.	Continuous	CAPE	scores	were	also	significantly	and	moderately	correlated	with	the	Dadds’	CU	parent	report	(rs	(26)	=	.41,	p	<	.05),	but	not	significant	with	the	child	report	(rs	(19)	=	.15,	p	=	.26).		 4.2.2 Convergent	validity:	the	degree	of	which	LPE	is	related	to	other	forms	of	child	psychopathy.		Convergent	validity,	as	a	form	of	construct	validity,	focuses	on	the	expected	related	scores	from	the	CAPE	with	other	dimensions	of	child	psychopathy:	grandiose	deceit,	impulsivity	and	need	for	stimulation,	and	child	psychopathy	as	a	whole.	Target	children	who	met	diagnostic	threshold	had	significantly	higher	child	psychopathy,	t(26)	=	-1.95,	p	<	.05,	d	=	0.94,	95%	CI	(-1.25	-	-0.41),	than	those	who	did	not	reach	LPE	threshold.	Significant	differences	were	also	found	with	grandiose	deceit	from	the	CPTI	between	those	with	a	diagnosis	and	those	without,	t(26)	=	-1.98,	p	<	.05,	d	=	0.94,	95%	CI	(-1.35	-	-0.28),	but	not	with	impulsivity	and	need	for	stimulation,	t(26)	=	-1.06,	p	=	.299,	d	=	0.51,	95%	CI	(-0.96	–	0.03).	(Table	3).			
Table	2:	Means	(and	standard	deviations)	for	CU	traits	between	target	children	with	no	LPE	diagnosis	and	target	children	with	LPE	diagnosis.	Personality	Trait	 No	LPE	diagnosis	(N	=	22)	 LPE	diagnosis	(N=	6)	 	
CPTI	Callous	unemotional	 1.77	(.75)*	 2.52	(.85)*	 	
Dadds’	CU	parent	report	 4.95	(2.72)*	 9.83	(5.60)*	 	Dadds’	CU	child	report	 6.18	(3.13)	 7.00	(4.69)	 	*	Denotes	comparison	between	two	groups	that	was	significant	at	.05	level	(one-tailed)	or	**	significant	at	.01	level	(one-tailed).	
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	When	analysed	as	a	continuous	measure,	higher	CAPE	scores	significantly,	largely	correlated	with	total	child	psychopathy	(rs(26)	=	.51,	p	<	.01)	as	measured	on	the	CPTI,	and	showed	a	moderate	to	large	correlation	with	the	GD	(rs(26)	=	.47,	p	<	.01)	personality	dimension.	CAPE	symptom	count	was	also	significantly,	moderately	related	to	impulsivity	and	need	for	stimulation	(rs(26)	=	.35,	p	<	.05).		 4.2.3 Concurrent	validity:	The	CAPE’s	ability	to	measure	problematic	behaviour	often	associated	with	callous	unemotional	traits.			 Concurrent	validity	concerns	whether	scores	on	the	CAPE	related	to	expected	outcomes.	As	the	CAPE	should	measure	LPE,	we	expect	that	scores	on	the	CAPE	are	related	to	behaviours	that	are	also	outcomes	associated	with	CU	traits.	Based	on	the	literature,	we	would	expect	the	CAPE	to	be	related	to	conduct	problems,	inversely	related	to	prosocial	behaviour	and	have	no	relationship	with	hyperactivity	or	impulsivity.		 4.2.3.1 Dichotomous	data	for	clinical	assessment		 No	significant	differences	were	found	between	target	children	with	LPE	diagnosis	for	any	of	the	problematic	behaviours	(table	4),	including	conduct	problems,	t(26)	=	-	1.47,	p	=	.08,	d	=	-0.70,	95%	CI	(-1.91-2.11),	total	difficulties,	
t(26)	=	-	.615,	p	=	.27,	d	=	-	0.29,	95%	CI	(-2.60	-	4.48),		hyperactivity,	t(26)	=	.55,	
Table	3:	Means	(and	standard	deviations)	for	other	child	psychopathic	personality	traits	between	target	children	with	no	LPE	diagnosis	and	target	children	with	LPE	diagnosis.	Personality	Trait	 No	LPE	diagnosis	(N	=	22)	 LPE	diagnosis	(N=	6)	 	
Child	psychopathy	(total)	 2.06	(.76)*	 2.73	(.66)*	 	
Grandiose	deceit	 1.81	(.97)*	 2.67	(.83)*	 	Impulsivity-need	for	stimulation	 2.56	(.93)	 3.00	(.78)	 	*	Denotes	comparison	between	two	groups	that	was	significant	at	.05	level	(one-tailed)	or	**	significant	at	.01	level	(one-tailed).	
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p	=	.59,	d	=	0.26,	95%	CI	(-0.50	–	1.36),	and	prosocial	behaviour,	t(26)	=	2.98,	p	=	.056,	d	=	1.43,	95%	CI	(0.82	-	4.23).		
		 4.2.3.2 Continuous	data			 When	assessing	the	CAPE	as	a	scale	measure	rather	than	diagnostic,	CAPE	scores	were	moderately	correlated	with	conduct	problems	(rs(26)	=	.41,	p	<	.05)	and	negatively,	moderately	correlated	with	prosocial	behaviour	(rs	(26)	=	-	.32,	p	<	.05).	This	means	that	a	higher	symptom	count	on	the	CAPE	was	associated	with	more	conduct	problems,	and	less	prosocial	behaviour.	CAPE	symptom	count	was	not	related	to	hyperactivity	(rs	(26)	=	-	.13,	p	=	.264)	in	this	study.		 4.2.4 Concurrent	validity:	the	ability	of	the	CAPE	to	predict	definite	conduct	problems.		 			 A	logistic	regression	was	used	to	determine	whether	the	CAPE	significantly	predicts	definite	conduct	problems	(≥	4	cut	off).	A	logistic	regression	analysis	using	CAPE	diagnosis	(above	threshold/below	threshold)	as	a	predictor	of	definite	conduct	problems	was	not	significant	(X2	=	1.80,	p	=	.180,	df	=	1).		 	
Table	4:		Means	(and	standard	deviations)	for	callous	unemotional	and	problematic	behaviour	target	children	with	no	LPE	diagnosis	and	target	children	with	LPE	diagnosis.	Behaviour	 No	LPE	diagnosis	(N	=	22)	 LPE	diagnosis	(N=	6)	 	SDQ	Total	difficulties	 15.91	(5.53)	 17.50	(5.96)	 	SDQ	Conduct	problems	 3.95	(2.90)	 6.00	(3.52)	 	SDQ	Hyperactivity	 4.77	(1.82)	 4.33	(1.37)	 	SDQ	Prosocial	Behaviour	 8.27	(1.45)	 5.50	(3.51)	 	*	Denotes	comparison	between	two	groups	that	was	significant	at	.05	level	(one-tailed)	or	**	significant	at	.01	level	(one-tailed).	
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	 4.2.5 CAPE	as	a	continuous	measure	to	predict	conduct	problems			 When	entered	into	a	linear	regression,	the	CAPE	as	a	continuous	measure	also	did	not	significantly	predict	conduct	problems	measured	on	a	scale	(R2	=	.119,	F(26)	=	3.51,	p	=	.07).			 	
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Limited	Prosocial	Emotions	(LPE):	CAPE	scores	 -	 	 	 	 	 	 	 	 	 	 	CU	traits:	Dadds’	CU	(Parent	Report)	 rs	=	.41*	p	<	.05	N	=	28	 -	 	 	 	 	 	 	 	 	 	CU	traits:	Dadds’	CU	(Child	Report)	 rs	=	.15	p	=	.26	N	=	21	 rs	=	-	.08	p	=.35	N	=	25	 -	 	 	 	 	 	 	 	 	Callous-Unemotional	Traits:	CPTI-CU	 rs	=	.54**	p	<	.01	N	=	28	 rs	=	.80***	p	<	.001	N	=	28	 rs	=	-	.15	p	=	.25	N	=	25	 -	 	 	 	 	 	 	 	Child	Psychopathy:	CPTI-Total	Score	 rs	=	.51**	p	<	.01	N	=	28	 rs	=	.82***	p	<	.001	N	=	28	 rs	=	-	.08	p	=	.36	N	=	25	 N/A	 -	 	 	 	 	 	 	Grandiose	Deceit:	CPTI-GD	 rs	=	.47**	p	<	.01	N	=	28	 rs	=	.71***	p	<	.001	N	=	28	 rs	=	.01	p	=	.477	N	=	21	 rs	=	.68***	p	<	.001	N	=	28	 N/A	 -	 	 	 	 	 	Impulsivity	need	stimulation:	CPTI-INS	 rs	=	.35*	p	<	.05	N	=	28	 rs	=	.62***	p	<	.001	N	=	28	 rs	=	.06	p	=	.396	N	=	21	 rs	=	-	.55***	p	=	.001	N	=	28	 N/A	 rs	=	.73***	p	<	.001	N	=	28	 -	 	 	 	 	Total	Difficulties:	SDQ-Total	Score/Difficulties	 rs	=	.19	p	=	.171	N	=	28	 N/A	 N/A	 rs	=	.53***	p	<	.001	N	=	28	 rs	=	.72***	p	<	.001	N	=	28	 rs	=	.67***	p	<	.001	N	=	28	 rs	=	.64***	p	<	.001	N	=	28	 -	 	 	 	Conduct	Problems:	SDQ-CP	 rs	=	.41*	p	<	.05	N	=	28	 rs	=	.74***	p	<	.001	N	=	28	 rs	=	-	.02	p	=	.466	N	=	21	 rs	=	.69***	p	<	.001	N	=	28	 rs	=	.84	p	<	.001	N	=	28	 rs	=	.88***	p	<	.001	N	=	28	 rs	=	.69***	p	<	.001	N	=	28	 N/A	 -	 	 	Prosocial	Behaviour:	SDQ-Prosocial	 rs	=	-	.32*	p	<	.05	N	=	28	 rs	=	-.83***	p	<	.001	N	=	28	 rs	=	.24	p	=	.146	N	=	21	 rs	=	-	.64***	p	<	.001	N	=	28	 rs	=	-.61***	p	<	.001	N	=	28	 rs	=	-	.47**	p	<	.01	N	=	28	 rs	=	-	.41*	p	<	.05	N	=	28	 N/A	 rs	=	-	.58***	p	<	.001	N	=	28	 -	 	Hyperactivity:	SDQ-Hype	 rs	=	-	.13	p	=	.264	N	=	28	 rs	=	.002	p	=	.495	N	=	28	 rs	=	.15	p	=	.253	N	=	21	 rs	=	.-	.22	p	=	.131	N	=	28	 rs	=	.11	p	=	.283	N	=	28	 rs	=	.03	p	=	.438	N	=	28	 rs	=	.26	p	=	.091	N	=	28	 N/A	 rs	=	.05	p	=	.402	N	=	28	 rs	=	-	.12	p	=	.277	N	=	28	 -	Shaded	area	denotes	rs	with	p	adjusted	to	.0013	(.05/36).	rs	in	bold	indicate	rs	significant	at	α	=	.001/Bonferroni	level.	*	rs	significant	at	p	<	.05	level	**	rs	significant	at	p	<	.01	level	
***	rs	significant	at	p	<	.001	level	
